Caring Touch – Infant Massage & Holistic Therapy

www.infantmassagetherapy.co.uk

CONSULTATION RECORD

Infant’s name 
________________________________________________________________


Age/Date of birth  

________________________________________________________________

Sex                        male/female

Full Name of Parent or Guardian

________________________________________________________________

Signature for consent to treatment    

________________________________________________________________

(your signature)

Address, contact telephone number and e-mail of Parent or Guardian

Address
 
________________________________________________________________

And postcode


________________________________________________________________

Telephone

________________________________________________________________

E-mail

________________________________________________________________

Contra-indications to treatment:
If  your  child suffers from either diabetes, epilepsy, an infectious skin disorder, recent operation, fractures/breaks/brittle bones, fever, generally unwell or has an ongoing medical treatment or condition then I will need to obtain your G.P’s consent prior to the massage session.  

Please circle any of the conditions below if  they apply to your child.

diabetes

epilepsy

fever

recent meal 

recent vaccinations      generally unwell


fractures/breaks/brittle bones 

infectious skin disorder


any ongoing medical treatment or condition

Please provide details if your infant is being prescribed medication:- 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name and address of GP:-

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Consent where required yes/no


(therapist‘s signature)

Signature of Parent or Guardian:-

Date:-






Signature of Therapist:-

Date:-

Disclaimer: 
Infant massage is practiced widely throughout the world and is recommended by many pediatricians. All these techniques taught by me, when following the guidelines and when practiced correctly, are both therapeutic and beneficial for both you and your infant and have been used safely by me and other parents with their children. I cannot accept responsibility for any injury claimed to have arisen from practice of these techniques.
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